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The health of the population has worsened in most countries in central and eastern Europe during the transition period, but little has been written about the reforms in the field of public health during this time, and little evidence has been presented on the links between these reforms and the health of the population.
We describe public health reforms in Estonia, focusing on the institutional structure, the reform rationale, the specific proposals and reform processes, the achievements and limitations, and the wider impact of the reforms. 1 To describe trends in the health of the population, we use life expectancy, infant mortality, rate of abortions per 100 live births, morbidity rates (tuberculosis, HIV, sexually transmitted diseases), and the level of individual risk factors (smoking, diet, alcohol consumption). The study is based mainly on an analysis of previously published reports and official statistics.
Institutional structure
After the political changes in the beginning of the 1990s, the importance of a population based approach to public health was recognised in Estonia, and the understanding and application of the concept of health promotion became more comprehensive. [2] [3] [4] In 1993 the Ministry of Social Affairs was established and included a Department of Public Health (fig 1, box 1) , which was seen as a source of modern health promotion in Estonia. Health promotion was introduced in the curriculum of medical and nursing training at the University of Tartu, and public health training for civil servants and teaching staff was started. 4 5 The reform rationale
In general, democracy is considered to be good for the health of the population. 6 When starting to build up a democratic society in the beginning of the 1990s, Estonia, like most other countries in central and eastern Europe, experienced a rapid worsening in population health indicators. From 1988 to 1994, the life expectancy of males decreased by 5.5 years, due mostly to increased mortality in men of working age. The average life expectancy of men and women showed a big difference. 7 In 1994, 56% of the male population died before the age of 65. Most of these deaths were caused by external factors, particularly at younger ages, where injuries, poisonings, homicides, and suicides made up about three quarters of the causes of death. 7 Compared with Sweden, for example, the injury death rate for men was about six times higher, and for some types of injuries, such as alcohol intoxication and homicide, death rates were 10 times higher. 8 Another serious public health problem since the beginning of the 1990s has been the continual increase in new cases of tuberculosis, 7 especially multi-drug resistant tuberculosis. About half of these patients are alcohol misusers, but homeless and poor people are also at great risk.
abortions and a growth of new cases of sexually transmitted diseases (table) . 7 The number of smokers and high consumers of alcohol started to increase in 1990 (see figs 2 and 3). 10 The weekly consumption of alcohol in Estonia was significantly higher among both men and women in Estonia than in the other Baltic countries.
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The reform proposals and processes
In 1995, the Ministry of Social Affairs formulated an Estonian health policy, which was approved by the government. This document defined the main factors influencing health and the necessary courses of actions, but action was delayed by changes in the government. 3 Responsibilities in human health protection, disease prevention, and health promotion were defined in the Public Health Act of 1995.
A major landmark in the public health reforms was the Estonian Health Project (1995-9). 12 It was financed by the World Bank to support the health reform efforts initiated by the government. As a prerequisite for that project, the Ministry of Social Affairs had to agree to carry out nationwide programmes in prevention of cardiovascular diseases and injuries, family planning, and anti-smoking. 3 The first national health programme on HIV was initiated in 1992. In the middle of the 1990s, three other national health programmes were launched and are continuing (box 2). Several national health projects have been initiated in certain priority areas. Since 1995, national as well as local health promotion projects have been financed by the the Estonian Health Insurance Fund.
Achievements and limitations
Most of the activities in the field of health promotion started in the period 1993-5, and in the 10 years since then the health status of the population has changed. Life expectancy for both men and women has increased, and infant mortality per 1000 live births has decreased considerably. The rate of abortions has declined since 1992 (table). Since 2001, the number of new cases of tuberculosis has begun to decrease, as has the incidence of sexually transmitted diseases. However, in 2000 and 2001, an explosive increase of new cases of HIV infection became a serious public health problem (table) .
Individual risk factors have also changed, particularly the dietary habits of the Estonian population. The
Box 1: Organisation of public health services in Estonia
Ministry of Social Affairs Created in 1993 by merging the former Ministries of Health, Social Welfare, and Labour. Two departments are responsible for the development of public health policy: Department of Public Health-responsible for health promotion and disease prevention, environmental health, and communicable disease control. Department of Working Life Development-responsible for occupational health and safety issues.
State agencies under the Ministry of Social Affairs
Health Protection Inspectorate-a successor of the Soviet sanitary-epidemiological service and up to 1993 responsible for implementing prevention and health education. It is responsible for the surveillance and control of communicable diseases and environmental health hazards, implementation of the national immunisation programme, and development of the environmental health information system Labour Inspectorate-responsible for the surveillance and control of occupational health and safety National Institute of Health Development-established in 2003 by merging three smaller governmental institutions. It is responsible for coordinating national public health programmes and most of the national health promotion projects, but also for the applied research and analysis in public health, continuing professional training in public health, and public health monitoring and reporting National Centre of Health Promotion and Education-established in 1993 as an independent structure within the Ministry of Social Affairs. Until 2003, when it was incorporated in the National Institute of Health Development, it was responsible for coordinating most national health programmes and health promotion projects at national level. In the middle of the 1990s the centre introduced a system of health promotion specialists working at county government level, which created a good foundation for a community based public health organisation, and trained these specialists.
Estonian Health Insurance Fund
The fund provides financing for national disease prevention activities (screening programmes) and supports health promotion activities. Since 1995, 0.5-1% of the health insurance budget has been spent on funding health promotion projects every year. Since 2001 the health promotion budget has not increased. This funding is open to anyone, and applications for projects are evaluated by an advisory committee at the fund. From 2005, the funding of health promotion projects is subject to public tender. Education and debate use of vegetable oil has increased and the use of animal fat has decreased. Another positive change is a higher consumption of fresh vegetables (table) . 10 15 16 The proportion of daily smokers, both male and female, grew rapidly until 1994 and has not shown any clear tendency to decrease since then (fig 2) . A similar trend has been observed concerning the consumption of alcohol (fig 3) . 10 
Selected health indicators, Estonia
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Impact of reforms
Every health reform should be focused on better health outcomes for the population. 17 However, the moving forces of reforms are often economic and political, especially in the field of public health, where the outcomes depend on the cooperation of different sectors of society. The health of the population is also related to economic and political processes in society. 18 19 The decrease in life expectancy and the increase of mortality due to diseases of the circulatory system and external causes has mainly affected the social groups that have experienced the most socioeconomic difficulties during the transition period: those who were less educated and had a lack of social support. 8 9 11 20 21 The health projects have focused on raising the awareness of the population and changing their attitudes towards healthier choices, without considering socioeconomic risk factors such as unemployment or poverty in specific target groups.
More progress in improving the health of the population has been made when the surrounding environment has been supportive. For example, the positive trends in dietary habits started after the monetary reform in 1992, when the range of goods in the shops changed dramatically and people got a chance to make healthier choices. The decrease in the number of abortions and in the incidence of sexually transmitted diseases is believed to have occurred because of raised awareness in the population, along with better availability of contraception.
Regardless of intensive health promoting activities, progress in reducing alcohol consumption and tobacco smoking has been unremarkable. This illustrates how health promotion is ineffective unless it is supported by other social and economic policies. Alcohol and tobacco policy in Estonia has been liberal, and alcohol and tobacco products are inexpensive and easily accessible.
Health programmes and projects need to have clearly formulated objectives and a well defined strategy to achieve expected results. A good example is the National Programme for Prevention and Cure of Tuberculosis, which has almost achieved one of its objectives, to decrease the number of new cases to 30 per 100 000 inhabitants. At the same time, however, the HIV prevention programme has had no positive effects. There has been very little collaboration between the different sectors involved, and the objectives and the strategy of the programme were not clearly formulated.
Conclusions
During the past decade, Estonia has made some progress in public health. Several national programmes dealing with essential health risks have been initiated and financed by the state budget, and the Estonian Health Insurance Fund has contributed by earmarking resources for health promotion projects. As a result, there is some evidence of a positive impact on the health of the population, but some health indicators have not improved. To be effective, public health reforms must be supported by political decisions that make it easier for people to make healthy choices. A comprehensive national health policy and strategy is still lacking in Estonia. The evaluation of the health programmes and projects is often complicated because the objectives have not been clearly formulated and lack measurable targets. Priority setting expressed in a clearly stated health policy and strategy is needed. The strategy should be evaluated systematically to find the most effective way to improve the population's health.
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Transition and public health in the Slovak republic
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The socioeconomic and environmental changes arising from transition have affected public health. Improvement has started but there is still a long way to go Like other Central and Eastern European countries, the Slovak Republic is in transition from a directive, centralised, political system to a democratic, market economy based system. However, since the break-up of the former Czechoslovakia on 1 January 1993, the republic is also undergoing transition from the federal system of policy making and leadership to an independent sovereign state (infrastructural transition). The development of a fully independent health sector within the Slovak Republic has posed serious challenges for public health policy makers and practitioners. We describe the main steps and changes during transition and discuss the achievements and tasks ahead.
Legislative reform
In 1994, an update of the act for the protection of human health restructured the public health system. Responsibility was delegated to the Ministry of Health, the main hygienist of the Slovak Republic, and regional hygienists. The National Office of Public Health currently has 36 regional offices. A new public 
